FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM
PHAMATECH, INC. HI

10151 Barnes Canyon Road, San Diego, CA 92121 | ll

4 TOLL-FREE: 1-877-635-5840 1810005

SPECIMEN ID NO. 1 0 O O 5 6 3 8 O 3 ACCESSION NO.

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE

Il

3

I

63803 "Il'

A. Employer Name, Address |.D. No. B. MRO Name, Address, Phone Né and Fax No.
US Customs & Border Protection omprehensive Drug Testing, Inc
Minnzapelis Hiring Center - PCS II II arbara Pohiman
5503 American Blvd., # 700

525 Cabrilio Park Dr., Ste. 250
Santa A 82701

Ana, CA
PH. Do ee7 2023 Fax? U52-674-455D 016015 Ph: 714-852-5200 Fax: 714-852-5201
C. Donor SSN or Employee 1.D. No.
D. Specify Testing Authority: [0 HHS [0 NRC [ DOT - Specify DOT Agency: [0 FMCSA [ FAA O FRA O FTA [ PHMSA [ USCG
E. Reason for Test: [ Pre-employment [0 Random [ Reasonable Suspicion/Cause [ Post Accident [ Return to Duty [ Follow-up [ Other (specify)
F. Drug Tests to be Performed: [0 THC, COC, PCP, OPI, AMP [ THC & COC Only [ Other (specify)
G. Collection Site Address:

Collection Site Name:
Address:

City, State and Zip: Collector Fax No.

Collector Phone No.

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Collector reads specimen temperature within 4 minutes.

Temperature between 90° and 100° F? [0 Yes [0 No, Enter Remark | Collection: [ Split [J Single [] None Provided, Enter Flemarki [] Observed, Enter Remark

REMARKS

STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TESTING FACILITY

I certify that the specimen given to me by the donor identified in the certification section on Copy 2 of this form was collected, SPECIMEN BOTTLE(S) RELEASED TO:
labeled, sealed and released to the Delivery Service noted in accordance with applicable Federal requirements.
X i e
Signature of Collector AM Upb
/ / PM
(PRINT) Collector's Name (First, MI, Last) Date (Mo/Day/Yr) Time of Collection Name of Delivery Service
RECEIVED AT LAB OR IITF: Primary Specimen SPECIMEN BOTTLE(S) RELEASED TO:
X Bottle Seal Intact
Signature of Accessioner O ves O no
I NO, Enter remark
(PRINT) Accessioner's Name (First, MI, Last) Date (Mo/Day/¥r) in Step 5A.
STEP 5A: PRIMARY SPECIMEN REPORT - COMPLETED BY TEST FACILITY
[0 NEGATIVE (] POSITIVE for: [ Marijuana Metabolite (A9-THCA) [J 6-Acetylmorphine [J Methamphetamine 0 MDMA
[ DILUTE [ Cocaine Metabolite (BZE) [ Morphine [J Amphetamine [0 MDA
O pcpP [ Codeine [ MDEA
[0 REJECTED [0 ADULTERATED [ SUBSTITUTED [ INVALID RESULT
REMARKS:

Test Facility (if different from above):

X

Signature of Certifying Technician/Scientist (PRINT) Certifying Technician/Scientist’s Name (First, M, Last) Date (Mo/Day/Yr)

| certify that the specimen identified on this form was examined upon receipt, handled using chain of custody procedures, analyzed, and reported in accordance with applicable Federal requirements.

STEP 5B: COMPLETED BY SPLIT TESTING LABORATORY

[1 RECONFIRMED [ FAILED TO RECONFIRM - REASON
I certify that the split specimen identified on this form was examined upon receipt, handled using chain of custody procedures, analyzed,
Laboratory Name and reported in accordance with applicable Federal requirements.

X

Laboratory Address Signature of Certifying Scientist (PRINT) Certifying Scientist's Name (First, Ml, Last) Date (Mo/Day/Yr)

. 1000563803
A || || — 'SRt GONORS WA
22 ||Hl1 1000563803 5"‘-‘7__ _____/—/—

COPY 1 - TEST FACILITY
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FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM
PHAMATECH, INC.

10151 Barnes Canyon Road, San Diego, CA 92121

TOLL-FREE: 1-877-635-5840

SPECIMEN ID NO. 1 0 O G 5 6 3 8 0 3 ACCESSION NO.

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE

A. Employer Name, Address I.D. No. i ! 1’ l B
T
hiinl Dr. Barbara Pohiman

;TJ'S C‘ustcf'ps & Borc{if.-r Protection
R SSpols ingp Cogter PCS L 555 oo Fankr. Ste. 20
Bloomington, MN 55437 = 016015 e “'1;%%3 ?ggﬂ C:__f\ 9.2.-83. 3
PH: §52-857-2023 Fax: 952-674-4550 Ph. 714-832- ax: 714-852-5201

C. Donor SSN or Employee 1.D. No.

D. Specify Testing Authority: [0 HHS [0 NRC  [J DOT - Specify DOT Agency: [1 FMCSA [ FAA [ FRA [ FTA [J PHMSA [J USCG

E. Reason for Test: [ Pre-employment [J Random [ Reasonable Suspicion/Cause [ Post Accident [1Retum to Duty [J Follow-up [J Other (specify)

. |F. Drug Tests to be Performed: ~ [1 THC, COC, PCP, OPI, AMP ] THC & COC Only [ Other (specify)

G. Collection Site Address:

B. MRO Name, Address, Phone No. and Fax No.
Com nsive Drug Testing. inc,

8510-0E60 ON GWO

Coliedion Site Name:
Addrese: Collector Phone No.

City, State and Zip: Collector Fax No.
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Collector reads specimen temperature within 4 minutes.

Temperature between 90° and 100° F? [ Yes [ No, Enter Remark | Collection: [J Split [ Single [ None Provided, Enter Remark | [J Observed, Enter Remark
REMARKS

STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TESTING FACILITY

I certify that the specimen given fo me by the donor identified in the certification section on Copy 2 of this form was collected, SPECIMEN BOTTLE(S) RELEASED TO:
labeled, sealed and released to the Delivery Service noted in accordance with applicable Federal requirements.
X uPs

Signature of Collector AM

PM
(PRINT) Collector's Name (First, MI, Last) Date (Mo/Day/Yr) Time of Collection Name of Delivery Service |
STEP 5: COMPLETED BY DONOR

| certify that | provided my urine specimen to the collector; that | have not adulterated it in any manner; each specimen bottle used was sealed with a tamper-evident seal in
my presence; and that the information provided on this form and on the label affixed to each specimen bottle is correct.

X

Signature of Donor (PRINT) Donor's Name (First, MI, Last) Date (Mo/Day/Yr)

Daytime Phone No. ( ) Evening Phone No. () Date of Birth

(Mo/Day/Yr)
After the Medical Review Officer receives the test results for the specimen identified by this form, he/she may contact you to ask about prescriptions and over-the-counter medications
you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST IS NOT NECESSARY. If you choose to make a list, do so

either on a separate piece of paper or on the back of your copy (Copy 5). — DO NOT PROVIDE THIS INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM.
TAKE COPY 5 WITH YOU.

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN
In accordance with applicable Federal requirements, my verification is:

[0 NEGATIVE [0 POSITIVE for:

[J DILUTE
[0 REFUSAL TO TEST because — check reason(s) below: O TEST CANCELLED

1 ADULTERATED (adulterant/reason):
[0 SUBSTITUTED

[0 OTHER:
REMARKS:
X , : .

Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, Mi, Last) Date (Mo/Day/Yr)

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN
In accordance with applicable Federal requirements, my verification for the split specimen (if tested) is:

[J RECONFIRMED for: O TEST CANCELLED
I FAILED TO RECONFIRM for:

REMARKS:

Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, Mi, Last) Date (Mo/Day/Yr)

F e = . COPY 2- MEDICAL REVIEW OFFICER COPY - PINK.



FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM
PHAMATECH, INC.

10151 Barnes Canyon Road, San Diego, CA 92121

TOLL-FREE: 1-877-635-5840

SPECIMEN ID NO: 1 0 0 0 5 6 3 8 0 3 ACCESSION NO.

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE

A. Employer Name, Address 1.D. No. i 1'2 1 B. MRO Name, Address, Phone No. and Fax No.
US Customs & Border Protediion ! ' é Comprehensive Drug Testing, Inc,
Minneapolis Hiring Center - PCS I i I . e e
5600 American Bivd., # 700 | L i
Bloomington, MN 55437 . w4 NRa NS LA BV
PH: 052-95/-2023 Fax: 852-674-4550 bl AR s) TR TN
C. Donor SSN or Employee |.D. No.
D. Specify Testing Authority: [ HHS [0 NRC [0 DOT - Specify DOT Agency: [ FMCSA [ FAA [ FRA [JFTA 0O PHMSA O UscaG
E. Reason for Test: [J Pre-employment [J Random [ Reasonable Suspicion/Cause [ Post Accident []Return to Duty [ Follow-up I Other (specify)
F. Drug Tests to be Performed: [0 THC, COC, PCP, OPI, AMP [J THC & COC Only [ Other (specify)
G. Collection Site Address: ol G o
Collection Site Name: Collector Phone No.
Address
City, State and Zip: Silleetar e o,
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Collector reads specimen temperature within 4 minutes.
Temperature between 90° and 100° F? [ Yes [ No, Enter Remark | Collection: [ Split [J Single I None Provided, Enter Remark | ] Observed, Enter Remark
REMARKS
STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TESTING FACILITY
1 certify that the specimen given to me by the donor identified in the certification section on Copy 2 of this form was collected, SPECIMEN BOTTLE(S) RELEASED TO:
labeled, sealed and released to the Delivery Service noted in accordance with applicable Federal requirements.
x LIPS
Signature of Collector AM Wy -
/ PM
(PRINT) Collector’s Name (First, MI, Last) Date {(Mo/Day/Yr) Time of Collection Name of Delivery Service

STEP 5: COMPLETED BY DONOR

| certify that | provided my urine specimen to the collector; that | have not adulterated it in any manner; each specimen hottle used was sealed with a tamper-evident seal in
my presence; and that the information provided on this form and on the label affixed to each specimen bottle is correct.

X

Signature of Donor (PRINT) Donor’s Name (First, MI, Last) Date (Mo/Day/Yr)

Daytime Phone No. ( ) Evening Phone No. ( ) Date of Birth

(Mo/Day/Yr)
After the Medical Review Officer receives the test results for the specimen identified by this form, he/she may contact you to ask about prescriptions and over-the-counter medications
you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST IS NOT NECESSARY. If you choose to make a list, do so

either on a separate piece of paper or on the back of your copy (Copy 5). — DO NOT PROVIDE THIS INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM.
TAKE COPY 5 WITH YOU.

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN
In accordance with applicable Federal requirements, my verification is:

O NEGATIVE [0 POSITIVE for:

[ DILUTE
[0 REFUSAL TO TEST because — check reason(s) below: O TEST CANCELLED

[0 ADULTERATED (adulterant/reason):
0O SUBSTITUTED

[0 OTHER:
REMARKS:
X .

Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, MI, Last) Date (Mo/Day/Yr)

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN
In accordance with applicable Federal requirements, my verification for the split specimen (if tested) is:

] RECONFIRMED for: O TEST CANCELLED
[0 FAILED TO RECONFIRM for:

REMARKS: BH15

016015

Signature of Medical Review Officer (PRINT) Medical Review Officer’s Name (First, MI, Last) Date (Mo/Day/Yr)

COPY 3 - COLLECTOR COPY - YELLOW

8510-0£60 'ON GWNO



FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM
PHAMATECH, INC.

10151 Barnes Canyon Road, San Diego, CA 92121

TOLL-FREE: 1-877-635-5840

SPECIMEN ID NO. 1 0 0 0 5 6 3 80 3 ACCESSION NO.

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE

A. Employer Name, Address I.D. No.

t!i } B. MRO Name, Address, Phone N9. and Fax No.
US Customs & Border Protection iz
j

Comprehansive Drug Testing, Inc.
Barbara Fohiman

II!! s
e g pae i ok i |
Miscemals Hiing Certac . PCS L S35 Cabnie Fark b Ste. 260
~ = et YL % —alita Mng, LA 01
PH. GALe57. 2028 Fax. 052-674-4550 O B T15-m0a00) e TSRS0I
C. Donor SSN or Employee 1.D. No.
D. Specify Testing Authority: [0 HHS [0 NRC [ DOT - Specify DOT Agency: [J FMCSA [ FAA [ FRA [ FTA [ PHMSA [ USCG
E. Reason for Test: [] Pre-employment [JRandom [J Reasonable Suspicion/Cause [ Post Accident [JReturnto Duty [ Follow-up [ Other (specify)
F. Drug Tests to be Performed: ~ [J THC, COC, PCP, OPI, AMP  [J THC & COC Only [ Other (specify)
G. Collection Site Address:

Collection Site Name:

Address- Collector Phone No.

City, State and Zip: Collector Fax No.

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Collector reads specimen temperature within 4 minutes.

Temperature between 90° and 100° F? [ Yes [ No, Enter Remark | Collection: [ Split [J Single [J None Provided, Enter Flemarkl [ Observed, Enter Remark

REMARKS

STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TESTING FACILITY

 certify that the specimen given to me by the donor identified in the certification section on Copy 2 of this form was collected, SPECIMEN BOTTLE(S) RELEASED TO:
labeled, sealed and released to the Delivery Service noted in accordance with applicable Federal requirements.
X UuPs
Signature of Collector AM
/ PM
{PRINT) Collector’'s Name (First, Ml, Last) Date (Mo/Day/Yr) Time of Collection Name of Delivery Service

STEP 5: COMPLETED BY DONOR

! certify that | provided my urine specimen to the collector; that | have not aduiterated it in any manner; each specimen boitle used was sealed with a tamper-evident seal in
my presence; and that the information provided on this form and on the label affixed to each specimen bottle is correct.

X
Signature of Donor (PRINT) Donor’s Name (First, Ml, Last) Date (Mo/Day/Yr)
Daytime Phone No. ( ) Evening Phone No. ( ) Date of Birth / /
(Mo/Day/Yr)

After the Medical Review Officer receives the test results for the specimen identified by this form, he/she may contact you to ask about prescriptions and over-the-counter medications
you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST IS NOT NECESSARY. If you choose to make a list, do so

either on a separate piece of paper or on the back of your copy (Copy 5). — DO NOT PROVIDE THIS INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM.
TAKE COPY 5 WITH YOU.

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN

In accordance with applicable Federal requirements, my verification is:

O NEGATIVE [ POSITIVE for:

[ DILUTE
0 REFUSAL TO TEST because — check reason(s) below: [J TEST CANCELLED

[0 ADULTERATED (adulterant/reason):
[0 SUBSTITUTED

[0 OTHER:
REMARKS:
X .

Signature of Medical Review Officer (PRINT) Medical Review Officer’s Name (First, MI, Last) Date (Mo/Day/Yr)

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN
In accordance with applicable Federal requirements, my verification for the split specimen (if tested) is:

[0 RECONFIRMED for: O TEST CANCELLED
O FAILED TO RECONFIRM for:

REMARKS:

#16015

Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, MI, Last) Date (Mo/Day/YT)

COPY 4 - EMPLOYER COPY - BLUE

8S1L0-0£60 ON WO



FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM
PHAMATECH, INC.

10151 Barnes Canyon Road, San Diego, CA 92121

TOLL-FREE: 1-877-635-5840

SPECIMEN ID NO. 1 0 O O 5 6 ?) 8 0 3 ACCESSION NO.

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE

S e orn £ BDarcdsar e

A. Employer Name, Address |.D. No. :H}

rf

AR
016015

- B82-857-2023 Fax: 852-£74-4 550
C. Donor SSN or Employee 1.D. No.
D. Specify Testing Authority: [ HHS [0 NRC [ DOT - Specify DOT Agency: [0 FMCSA [ FAA [ FRA O FTA [ PHMSA [ USCG
E. Reason for Test: [ Pre-employment [J Random [ Reasonable Suspicion/Cause [ Post Accident [ Return o Duty [ Follow-up [ Other (specify)
F. Drug Tests to be Performed: [ THC, COC, PCP, OPI, AMP  [J THC & COC Only [ Other (specify)
G. Collection Site Address:

Sie Narvia
} Siie Name: kit Collector Phone No.

City, State and Zip Collector Fax No.

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Collector reads specimen temperature within 4 minutes.

Temperature between 90° and 100° F? [ Yes [ No, Enter Remark | Collection: [ Split [ Single [1 None Provided, Enter Rema;k| ] Observed, Enter Remark

REMARKS

STEP 3: Collector affixes bottle seal(s) to bottle(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TESTING FACILITY

STEP 5: COMPLETED BY DONOR

{ certify that the specimen given to me by the donor identified in the certification section on Copy 2 of this form was collected, SPECIMEN BOTTLE(S) RELEASED TO:
labeled, sealed and released to the Delivery Service noted in accordance with applicable Federal requirements.
Signature of Collector AM
PM
(PRINT) Collector's Name (First, MI, Last) Date (Mo/DayiYr) Time of Collection Name of Delivery Service |

I certify that | provided my urine specimen to the collector; that | have not aduiterated it in any manner; each specimen bottle used was sealed with a tamper-evident seal in
my presence; and that the information provided on this form and on the label affixed to each specimen bottle is correct.

X

Signature of Donor (PRINT) Donor's Name (First, Ml, Last) Date (Mo/Day/Yr)

Daytime Phone No. ( ) Evening Phone No. { ) Date of Birth

(Mo/Day/Yr)

After the Medical Review Officer receives the test results for the specimen identified by this form, he/she may contact you to ask about prescriptions and over-the-counter medications
you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST 1S NOT NECESSARY. If you choose to make a list, do so
either on a separate piece of paper or on the back of your copy (Copy 5). — DO NOT PROVIDE THIS INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM.
TAKE COPY 5 WITH YOU.

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN

In accordance with applicable Federal requirements, my verification is:

O NEGATIVE O POSITIVE for:

[ DILUTE
O REFUSAL TO TEST because — check reason(s) below: [0 TEST CANCELLED

0 ADULTERATED (adulterant/reason):
[0 SUBSTITUTED

[0 OTHER:
REMARKS:
X

Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, Ml, Last) Date (Mo/Day/Yr)

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN

In accordance with applicable Federal requirements, my verification for the split specimen (if tested) is:

[0 RECONFIRMED for: [0 TEST CANCELLED
[ FAILED TO RECONFIRM for:

REMARKS: 2L

#16015

Signature of Medical Review Officer (PRINT) Medical Review Officer’'s Name (First, MI, Last) Date (Mo/Day/Yr)

COPY 5 - DONOR COPY - GREEN

8510-0£60 'ON 8WO





